EDITOR,-Carrigan et al through the use of toxicological screening suggests a significant prevalence of drug and alcohol use in the British accident and emergency (A&E) trauma population.
The author's reply
In the discussion of our paper, we highlighted the limitations of toxicological screening in trauma, and acknowledged the role of questionnaires in confirming alcohol (and other drug) misuse or dependence, or both.
Hunt and Rust suggest that questionnaires are as eVective as blood alcohol estimation in detecting alcohol intoxication, and blood alcohol estimation has no role in an "accident" department. Questionnaires, in fact, have been shown to be more sensitive and some more specific than blood alcohol estimations for diagnosing alcohol dependence and harmful drinking as compared with the gold standard DSM III-R criteria. Their referenced paper by Soderstrom indeed predicted certain attributes of presenting patients that could be used to identify alcohol excess and play a part in selective screening in trauma patients, but questionnaires were not validated as such here.
3 Soderstrom actually recommends in a subsequent journal edition that blood alcohol estimation, in combination with the CAGE questionnaire, should be used when screening trauma patients. 2 Also, a recent article demonstrates the eYcacy of brief interventions in decreasing alcohol misuse and most importantly injury recurrence in trauma patients, using blood alcohol estimation and a short questionnaire to identify as many patients as possible for their randomised controlled trial of an applicable treatment to the emergency department. 4 The opportunity for questioning may be limited by early discharge, by trauma severity, by cognitive impairment, or by noncompliance. The reliability of questionnaires while the patient is intoxicated or fearful of prosecution is also debatable.
Their other referenced paper, the Paddington Alcohol Test study, 5 has been shown to be eYcacious in a self selecting general emergency population with respect to decreasing alcohol misuse. I thank Hunt and Rust for referencing this paper, as it highlights the major deficiencies of questionnaires in the emergency department, that of poor utilisation by busy staV and variable acceptance by the patient. This must be tackled.
Financially, the marginal cost of a plasma ethanol screen is approximately 50 pence, and ethically, it is a standard test used to identify a cofactor in the altered mental status of a patient in many emergency departments.
In summary, neither brief questionnaires nor blood alcohol estimation are the gold standard in the detection of alcohol misuse or dependence in trauma patients in the emergency department. Rational discussion of such priorities, be it selective screening or the use of toxicological and/or questionnaire screening, needs to take place.
In an ideal department, this should detect as many trauma patients as possible, but should be implemented only if the appropriate referral and brief intervention programmes are concurrent, and these processes evaluated in a cost and outcome eVective manner.
The Ottawa Ankle Rule
EDITOR,-Further to previous correspondence I think the use of the Ottawa Ankle Rule needs some clarification. 1 Firstly, the Ottawa group 2 3 themselves acknowledge that clinical judgement should take precedence over sticking to rigid rules. They are also careful to point out several groups in whom they do not feel the rules should be applied, such as the intoxicated, the multiply injured, or those with communication problems either because of language or mental disorder. They are very specific in stating that the entire posterior 6 cm of the maleoli should be palpated (a common error from my observation is just to palpate the tip), and that in the presence of gross swelling this may be impossible to do accurately and therefore a radiograph may be required. I do not believe they recommend radiography for all patients over 55 years old, but that this is the case for the knee 4 rather than ankle rules.
Perry et al 5 do not clearly apply the entire rule in their study, and therefore it is diYcult to be sure that the four "missed" fractures would definitely not have been picked up if applying it carefully. Nevertheless I think they make a valid point in their conclusions-rules and protocols will not always be right, and experience and clinical judgement are invaluable tools in medicine. The problem we now face is incorporating this notion safely into our evidence-based practice.
The authors reply
We thank Dr Rae for her interest in our paper on the Ottawa Ankle Rules. The Ottawa Group do acknowledge that clinical judgement should take precedence over adhering to rigid rules. However, they claim a sensitivity of 1:0 if the rules are used and that any missed fractures would not be of clinical significance 1 -that is, bone fragments greater than 3 mm in breadth. All four of the missed fractures in our study were significant.
2 As discussed in the original article, no reason could be found to explain why these cases fulfilled none of the Ottawa Ankle Rules.
We do accept that it was not clearly stated that the entire posterior 6 cm of the malleoli were examined and this may have influenced the study's outcome. However, after retrospective review of the case notes of the four missed fractures we felt that this was not the case.
The Ottawa Ankle Rules were initially devised to include age greater than 55 years as a criterion for radiography.
3 Subsequent refinement and validation found age not to be a significant factor.
1 It was included in our study as the aim was to determine if the Ottawa Ankle Rules were valid in a setting of an urban teaching hospital in the United Kingdom.
We accept that there were limitations in our study but feel that it does illustrate the need to be cautious when applying decision rules and that these should not replace clinical judgement and experience.
Chest pain observation units
EDITOR,-Goodacre concluded in the January 2000 issue of the journal "there is no strong evidence that chest pain observation units (CPOU) will improve outcomes" and further evidence is necessary to determine whether this approach can be applied in the United Kingdom.
1 He did not reach this conclusion from the cost studies that he listed in table 2. These savings were present in all nine studies reviewed and ranged from $1873 per patient to $567 per patient. He reached this conclusion from examination of mortality and missed pathology that he summarised in table 1. The five reviewed studies included three randomised clinical trials.
The flaws in Goodacre's analysis lies in his failure to examine physician emergency department disposition patterns and his failure to perform power calculations. The missed myocardial infarction (MI) diagnosis rate ranges from 2.8% to 13% in large clinical trials without CPOUs. [2] [3] [4] [5] There is a 11% to 25% death rate for those whose diagnosis is missed and the patient released home from the emergency department with false reassurances.
2 3 This is the leading cause of adverse outcomes and malpractice suits in emergency medicine in the United States. 6 The rate of missed diagnosis has been shown to be inversely related to the percentage of emergency department patients receiving a "rule out MI evaluation" (performed during hospital admission before the development of CPOUs).
5
What sample size is needed to demonstrate a 25% reduction in the missed MI rate? The average miss rate in emergency departments in the United States is 4% with a 60% "rule out MI evaluation" rate.
5 At this emergency department disposition rate, over 50% of admitted patients are found after full evaluation to have no serious disease as the cause of their symptoms.
7
The study sample size required to demonstrate a reduction in the average missed MI rate from 4% to 3% is 6262 patients per study arm (85% power). The size of the three randomised clinical trials reviewed by Goodacre were much smaller than this requirement with the largest trial having only 212 patients in each study arm.
I agree with the author's suggestion to not be complacent with the present traditional emergency department approach to chest pain evaluation. Examination of present United Kingdom utilisation practices (% emergency department patterns admitted, % admitted with serious disease) and quantifying the quality of patient care (rigorous follow up to identify the per cent of released emergency department patients with missed disease) might lead the author to reconsideration the value of implementing CPOUs. While the title raises a critical question "Should we establish chest pain observation units in the UK?" the subsequent review is unable to help us answer this question. This is because the alternatives to CPOU are likely to vary greatly in the two countries. In the United Kingdom many patients judged to be at low risk will be discharged from the accident and emergency department compared with the more common "routine" inpatient observation in the United States. Indeed in the three randomised studies identified, CPOU was compared in Farkouh's study with monitored cardiology beds and in the studies of Roberts and of Gomez with inpatient telemetry monitoring and hospital admission respectively. This strategy was despite the fact that in the latter two cases the subjects were at "low risk of myocardial infarction". This definition refers to a less than 7% risk using the computer protocol of Goldman et al. 2 The conclusion drawn in the abstract is that "there is no strong evidence that a CPOU will improve outcome if routine practice is good" but it would be my contention that it is far from likely that current practice in the UK has been shown so to be.
LOUIS GRAFF
Unfortunately the title and abstract are what grab the eye and indeed Minerva announces in an ensuing edition of the British Medical Journal that "Dedicated units sound like a good idea but there's little evidence that they save lives or prevent inappropriate discharge." 3 I whole heartedly agree with Goodacre that further studies should be done to determine if CPOU units should be used in the UK. 
ANDREW KELLY

The author's reply
It is true that my conclusion regarding outcomes was not based upon the cost studies listed in table 2. From these studies I concluded that the chest pain observation unit (CPOU) is cost saving in the United States but this may not necessarily be reproduced in the United Kingdom. If the introduction of a CPOU leads to increased rates of referral to coronary care or for angiography, or to CPOU assessment of patients who would otherwise be directly discharged, it is possible that costs may be increased. Therefore we must either demonstrate that cost savings are reproduced in the UK or demonstrate that a CPOU will improve outcomes.
Examination of emergency department disposition patterns provides a theoretical mechanism by which the CPOU may improve outcomes but does not in itself constitute strong evidence. Historical evidence of missed myocardial infarction can be compared with modern practice in US CPOUs to conclude that they improve such outcomes (reference 5 above) but the limitations of this analysis are discussed in my review.
Had I concluded that "there is strong evidence that the CPOU will not improve outcomes" I would indeed have required a power calculation to assess the possibility of a (false negative) type 2 error. I did not. The distinction is important; lack of evidence of benefit should not be confused with evidence of lack of benefit. It is indeed possible that the CPOU will improve outcomes in the UK but evidence is required.
I share the concerns of both correspondents regarding the quality of acute chest pain assessment in the UK. The conclusions of my review should not be taken as supporting present practice in any way. Indeed, as I stated, descriptive studies show that CPOUs are a safe and practical means of assessing patients with chest pain. No such evidence exists to support our present approach.
Evaluation of the role of the CPOU in the UK will be challenging but oVers an excellent opportunity to develop a cost eVective, evidence-based service for our patients.
STEVE GOODACRE Accident and Emergency Department, Northern General Hospital, Herries Road, S5 7AU
Three generations of recurrent dislocated shoulders EDITOR,-A 57 year old man presented with a spontaneous posterior dislocation of his right shoulder. It had happened as he reached up to open an overhead cupboard door. He had first dislocated it eight weeks before, while an inpatient receiving chemotherapy for a brain tumour. He was accompanied by his daughter. When asked she admitted having dislocated both her shoulders in the past. From the history these seemed to be spontaneous dislocations. As there appeared to be a familial tendency she was asked about other members of the family. One of her three sisters and a niece had also suVered spontaneous dislocated shoulders. She then admitted that the patient was not her biological father: only her stepfather, but that her biological father (deceased) had a history of spontaneous shoulder dislocation. The result of this inquiry was a family tree in which three generations had suVered from spontaneous dislocations of the shoulder. There was no family history of any other joint dislocations, nor was there any history of noticeable joint laxity, or "double jointedness". None of the family had had any surgery to prevent further recurrences.
Atraumatic dislocations of the shoulder are relatively uncommon. Rowe, in 1956, noted that atraumatic shoulder dislocations only accounted for 4% of a series of 500 dislocations.
1 However, atraumatic instability of the shoulder is a well recognised phenomenon, which may be multidirectional and bilateral. Recurrent instability often results from minor trauma, such as lifting an arm, or reaching up, as described by the index case in this report.
Regarding the familial tendency seen in this case Hovelius noted that 17% of young adults (aged 23-29 years) with shoulder instability had the problem in both shoulders, and that the incidence of dislocation in other family members was 5%, compared with only 1.7% for the general population.
2 Therefore, the incidence for three generations in a family with dislocating shoulders will be 0.00425% (1.7% × 5% × 5%).
Joint laxity has been suggested as a cause of familial recurrent dislocation of the shoulder.
3
It is a feature of several dominantly inherited conditions, such as Ehler's-Danlos and Marfan's syndromes, and osteogenesis imperfecta. Congenital dislocations, especially of the elbow, are also a feature of Larsen's syndrome (pentasomy X). Carter and Sweetnam, who investigated the role of joint laxity in recurrent dislocations of the patella and of the shoulder, found only two families in which two family members had suVered recurrent dislocated shoulders, from their series of 40 patients with recurrent shoulder dislocations.
3 In neither case did the condition extend over three generations. A three generation history of recurrent shoulder dislocation would seem to be a very rare event. 
BOOK REVIEWS
Too much to read and not enough time: a suggested reading list for accident and emergency specialist registrars
As the specialty of accident and emergency (A&E) develops the knowledge base from which we learn expands. The diversity of the area means it is diYcult to provide comprehensive, useful textbooks for the specialty and despite the emergence of a number of handbooks aimed at the senior house oYcer (SHO) it remains diYcult for the specialist registrar to find texts pitched at an appropriate level. The introduction of the FFAEM exam has provided an added impetus for trainees to expand their academic knowledge.
In view of these issues we as a group of A&E trainees in the Yorkshire Deanery have produced a book list that could be used as the basis for specialist registrar reading. We have attempted to cover all areas of A&E practice and, if identified in our search process, include more than one book per subject bearing in mind that doctors from diVerent backgrounds will approach a subject from a diVerent knowledge base. However, some specialties (for example surgery, psychiatry, obstetrics and gynaecology) appear from the search to be poorly catered for in terms of relevance to A&E practice. It may be that individual chapters in the larger A&E texts could be used to fill these apparent gaps in the literature.
We acknowledge the subjectivity of this list and content of each review. We also acknowledge that because of the inevitable delay between compiling and producing these reviews and the time to publication some of the editions included may not be the most current. Where newer editions are known to exist but time did not allow re-appraisal this is documented under the relevant title.
Methods
Over a 10 month period, 25 A&E specialist registrars from the Yorkshire Deanery read and reviewed 72 books. The books were chosen by a number of methods and included those known to the main two authors from their own reading, books available in the three hospital libraries in Leeds in the A&E section and books identified as potentially useful from the local medical bookshop. All A&E trainees and five A&E consultants were also asked to alert us to titles they had found helpful.
The books were reviewed alongside a list of guidelines to try and achieve a degree of objectivity (fig 1) . The reviewers were asked to rate the book according to a starring system (fig 2) and those with the highest number of stars included in the list. For completeness we have mentioned those books that were reviewed but did not have the highest number of stars allocated to them. This text attempts to introduce A&E medicine as a distinct specialty. The book is divided into three parts. Each chapter has a plan making the book easy to read. Part 2 deals well with "bread and butter" issues found in every A&E department in the UK. There are, unfortunately, some glaring deficiencies such as the omission of subarachnoid haemorrhage. Referencing is rather limited and there are no illustrations in the dermatology section. Compared with the other established emergency medicine textbooks such as Rosen and Barker this book is rather limited. However, it remains the best one written specifically for the UK.
Rating **/*** Figure 1 Guidelines used as basis of review. 1998 . ISBN 0-196-2908 . A revised edition of the text first published in 1994, this is aimed at A&E staV rather than anaesthetists. It is eminently readable and pitched at an appropriate level for the A&E specialist registrar with no previous anaesthetic experience. It covers local and general anaesthesia, analgesia and sedation. The layout of the first section "General concepts of anaesthesia and analgesia" does not always seem logical. This is somewhat mitigated by a much improved index. It is a pity that similar improvement in the illustrations, particularly in the excellent section on local anaesthesia has not been taken. Despite these reservations it remains a good starting text at a tolerable price.
Rating **/*** This book was indispensable during an intensive care attachment and is an invaluable resource for those of us managing the critically ill patient in the resuscitation area. It is clearly laid out with excellent tables and numerous useful "warning" boxes. The section on optimising the patients haemodynamic status exemplifies the structured approach to the critically ill. There is clear explanation of how to interpret the response to a fluid challenge and of the appropriate use of inotropes and vasoconstrictors. Similarly, topics such as artificial ventilation and invasive monitoring are clearly and succinctly explained. However, the section on the management of the poisoned patient is poor and that of major trauma very brief. Overall this is an excellent pocket manual. Rating *** This oVers a concise overview of ENT for the non-specialist. It is arranged into short chapters, each of which focuses on a presenting complaint rather than a disease, with helpful advice on the management of each area. It is aimed at general practitioners but has much to commend it to A&E trainees as the conditions described make up a substantial proportion of ENT cases seen in our departments. The book is not particularly detailed and trainees wanting a more in depth review of an ENT topic would be well advised to consult more substantial texts. The chapter on injuries is particularly short and trauma to the larynx not covered at all.
Rating *** McRae's latest addition to his collection of orthopaedic manuals is a concise pocketbook, ideally sized for quick reference in the A&E department. It covers all the aspects of orthopaedic examination and fracture management relevant to the A&E doctor. Unfortunately I found the layout slightly cramped and, as with most texts, the radiographs often diYcult to interpret on paper. Worthy of mention are the lists of pitfalls of commonly missed fractures and the hints on assessing functional overlay in back pain. In summary it would be an aVordable and extremely useful quick reference book for the A&E doctor.
Rating **** Introduction-Explosive, expanding and fragmenting bullets were all outlawed by a series of international conventions during the 19th century, the last of which was the Hague Convention in 1899. Although these international agreements eVectively ensured that all military bullets in the 20th century were fully jacketed (to prevent fragmentation and "unnecessary suVering"), they have never applied to bullets used in civilian law enforcement. Objective-To examine the wounding potential of 12 types of modern military and police small arms ammunition and to review the ethics of their use. Methods-Fully jacketed and hollow point versions of 5.56 mm, 7.62 mm, 0.338" and 9 mm ammunition were tested against 15 cm × 15 cm × 30 cm blocks of ballistic gelatin, prepared in accordance with standardised methods. Additionally, we tested 0.357", 0.40" and 0.45" hollow point, and unjacketed 10 mm lead ammunition for comparison. Rifle rounds were tested at 100 m and pistol rounds at 6 m. Results-For high energy rifle bullets (5.56 mm, 7.62 mm and 0.338") there was little diVerence in wound profile between fully jacketed (FMJ) and hollow point (HP) bullets. Nine mm FMJ and 10 mm unjacketed lead pistol bullets produced classical straight wound tracks with little evidence of damage outside the immediate bullet path. Nine mm HP, 0.357 HP, 0.40" HP and 0.45" HP bullets all showed minor cavitation eVects immediately after penetration of the blocks, and many lead core fragments were seen in the track of the 0.40" bullet. Conclusions-Modern rifle ammunition has extremely high energy and in practical terms, full metal jacketing or modification of the bullet point is probably irrelevant to wounding potential. Our tests and clinical case reports indicate that even FMJ ammunition is prone to fragmentation. Lower energy hollow point pistol ammunition, however, does produce some cavitation eVects that have not been previously widely reported, and jacketing does influence bullet behaviour.
